cestrogenic stimulation of the endometrium, and its possible close association with the genesis of endometrial carcinoma.
The following conclusions may be drawn from this case report:
(1) The use of cestrogens in cases of gonadal dysgenesis is possibly an iatrogenic model of carcinoma induction in the endometrium.
(2) Long-term, high-dose unopposed oestrogen therapy in such patients is to be condemned.
(3) Low-dose cyclic cestrogen therapy with the addition of the cyclic use of a progestogen is recommended. Cyclic progestogen therapy will mature 'estrogen-induced' endometrium and may thereby prevent hyperplasia and the possible induction of endometrial carcinoma. In July 1971 a woman aged 37 had a bilateral tubal re-implantation performed to reverse a tubal ligation. She was English, divorced from her African husband by whom she had had four children and was engaged to another African. The tubal implantation was complicated by a pelvic abscess and eventually a hysterectomy for menorrhagia. Following this she developed hemorrhagic cystitis.
During a cystoscopy the urologist noticed that she had ulceration at the vaginal vault and as she continued to bleed vaginally during the following week she was transferred to our care. At examination under anesthesia a week later she was found to have several shallow sinuses at the vaginal vault and in the anterior vaginal wall. No treatment was given. Two weeks later she was found to have a large indurated ulcer on the right side of the vagina, the sinuses having healed. A biopsy was taken which showed granulation tissue with necrosis. Vaginal swabs grew, at various times, E. coli, Strep. fwecalis, klebsiella and Candida albicans. Cultures for tubercle bacilli and fungi were negative. A barium enema showed no evidence of Crohn's disease.
She developed further bleeding which was arrested by suturing the ulcer. This, however, did not heal.
At a fourth examination under anasthesia it was decided that this could be a self-inflicted lesion. The labia majora were sutured together with silk and a Foley catheter inserted. A week later the ulcer had healed. We considered that this proved the diagnosis of self-mutilation.
Discussion
Battle & Pollitt (1964) have classified patients who mutilate themselves into those with and those without conscious motive. Patients without motive may be psychotic or neurotic. The psychosis may be mania, schizophrenia or severe depression. The injuries tend to be impulsive and savage. Neurotic patients tend to disguise and conceal their injuries and modus operandi. These patients should not be too readily challenged as this may jeopardize the therapeutic relationship.
The other main group is of those with conscious motive. There are the well-known army recruits who do not wish to fight. However, these patients are mostly psychopaths who are unable to face up to the problems in their lives. They tend to evade commitment and find the most pleasant path. Their marital life is often erratic and broken. Their concern is to inflict a wound to serve a purpose with least suffering to themselves. They often select an insensitive site such as the vagina or a skin flap used to cover previous injuries. The rectum may be used to produce bleeding.
Our patient had always relied heavily on the Social Welfare department and was probably a psychopath who found the shelter of the hospital ward more attractive than the domestic problems at home.
At no time did we confront her with an accusation; but the treatment must have shown her that we knew what was happening. The following cases were also reported: 
